INTRODUCTION
In mental health care, the concept of subjective quality of life (SQOL) health was initially used for investigating the effects of deinstitutionalisation (Lehman, 1983 ; Lehman et al. 1986 ). These days it has become a more and more indispensable evaluation criterion for the whole spectrum of psychiatric care and treatment -whether it is confined to psychopharmacological treatment (Awad et cal. 1999) or more complex care programmes in the community (Holloway & Carson, 1988; '1'aylor et al. 1998) . Methodological prerequisites to assess SQOL have been reported in reviews of SQOL-interview-instruments (Lehman, 1996; Oliver al. 1997 ) and been the subject of specific methodological papers (Corrigan & Buican, 1995; Kaiser & Priebe, 1998; Kaiser, 1999; Priebe et al. 1999 ; Russo et al. 1997 ; Voruganti et al. 1998) . Although most SQOL measures reported in the psychiatric literature are interview based, the issue of the interviewer effect has rarely been mentioned or investigated in studies and methodological papers to date.
Numerous studies have demonstrated that professional staff and patients may have very different views on a patient's quality of life ( Sainfort et ccl. 1996 ; Skantze et cal. 1992; Thapa & Rowland, 1989 ). Yet, the next step to investigate the implications of professional staff asking patients about their SQOL and to assess the influence of the interviewer on the patients' ratings has not been taken. This may be due to the fact that SQOL data as published in research papers have rarely been gathered as part of routine data collection. In most research studies, interviewers asking patients about their SQOL are independent researchers, who are not in any way involved in treatment or in the patient's care setting. When quality of life interviews are carried out in routine practice, however, professional staff obtain quality of life data the question of interviewer bias and interviewer effect becomes of crucial importance. This is independent of whether SQOL is assessed for the purpose of individual treatment planning or for evaluating a service (Priebe et al. 1999) .
In a controlled study in Berlin, (Messick, 1967) and 'social desirability' (Edwards, 1957) A methodological shortcoming of the study conducted by was the diagnostic mix of the sample (ICD-10: schizophrenia: 62%, alcoholism: 27%, other: 11%). Although there were no statistically significant group differences between the diagnostic subgroups, satisfaction scores for alcoholics were lower in nearly all domains.
Because of these limitations of the previous study, this study set out to examine the impact of the relationship between interviewer and interviewee on SQOL ratings in a diagnostically homogeneous sample. Moreover (Priebe & Gruyters, 1995) . The care system serves severely mentally ill people between 18 and 65 years of age in an inner city catchment area of 180,000 population (Charlottenburg).
As in the study reported by Leigh & Kinnear (1980) are presented.
RESULTS

Sample characteristics
Patients from sheltered living were older than those from the outpatient clinic (see Table 1 ). They had a lower monthly and earned income (rarely from regular jobs, mostly from sheltered employment) and they had been ill for a longer time. Other data did not differ significantly between the two samples. Table 1 Sample characteristics Differences between subsamples I and II: ip < .05/t = -2,52 2p < .05/t = 2,57 3p < .001/t = 3, 50 (55% of subsample I have an earned income > 1000 DM vs. 14% in subsample II) 4p < .001/t = -3, 74 Table 2 Subjective Quality of Life Figure 1 ). For these two variables the effects of one group are strong enough to suppress the other groups' inverse differences effects, which are in opposite directions for the two groups -non-significant for the don~ain fcamily and significant in both groups for menial health (see Table 2 ). c) For SQOL mean scores the partially opposite tendencies in the two treatment situations lead to the following results: Figure 1 (a) shows a significant interaction that again has to be classified as 'disordinal' according to Leigh and Kinnear (1980 (Festinger & Carlsmith, 1959) reflecting the patients' wish to optimise psychiatric treatment. It might also be interpreted as a Hawthorneeffect (Roethlisberger & Dickson, 1964 
